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About three months after the onset, she woke in the night and cried excessively for an hour. At that time, if she woke at night, she had to get into her parents' bed; she constantly imagined someone was in the room.
In February, 1929, she. went to a convalescent bome where she was quite normal except for enuresis, for which she was sent home after three weeks. The sleeping then returned, though with a tendency to diminution. At that time she had constantly red eyes due to rubbing. Along with the symptoms there has been observed no alteration in character.
In November, 1929, the condition was as bad as ever; that is, although otherwise normal, she would go to sleep, " even over dinner." She went to bed regularly at 6 p.m., falling asleep immediately. Enuresis continued. When awake she was lively, ate well, enjoyed playing games with her friends. She had a repeated face movement, a protrusion of the under lip by the tongue, " to keep herself awake," as she put it.
She is now nearly normal at home, but at school she still sleeps, "even in singing lessons." At nigbt she lies awake, and also becomes manifestly anxious, waking in. night terrors, knocking on the wall till her mother goes in. Otherwise she is intelligent, romps, plays, eats normally, is reliable, and does well at school. When she is asleep, however, " you cannot wake her, she is off in a dead sleep."
At no time has any sign of central nervous disease been detected. Discs normal. Clinically, the case falls between bwo groups. On the one hand are those rare cases which, because of day-sleepiness and lack of desire to rest at night, and with other details of altered behaviour and character, lead one to postulate an encephalitis lethargica that was not diagnosed at the time. On the other hand are the mach commoner cases in which increased tendency to sleep is due to psychological causes, without physical basis. The impbrtant factor here is the lessening in value of nightsleep owing to anxiety, with night terrors, sweating and restlessness. In severe cases the sleep in the day is also caused by anxiety present in the day also, and sleep may, in these cases, be found to have become invested with intensely pleasurable feeling belonging to the phantasies that, because they are felt to be forbidden, are giving rise to the anxiety.
Discusion.-Dr. T. M. LING suggested that this was a typical case of narcolepsy, having regard to the profundity of the sleep and the difficulty of awakening. Dr. WINNICOTT (in reply) said that apart from the sleeping, the child was normal. He realized that narcolepsy was a possible label, but as none of the published cases of narcolepsy had been properly studied from the psychological point of view, he was not yet convinced of the value of the term, implying as it did, physical disease of the brain. I can find no trace, as far back as the grandparents on both sides, of any similar abnormalities. The case resembles 6ne' shown last year by Mr. Eric Crook, in which there was a similar deficiency of the middle of the clavicle instead of the more common absence of the acromial end. The tetiology seems to be obscure. Dr. Poynton mentioned a case in which the mother, during her pregnancy, was interested in pigeons, admiring the slimness of their shoulders, and she attributed the deformity of her child to that. The present child was in utero during the air raids, and the father blames them for the deformities. Cases of associated coxa vara have been described by Barrington-Ward. I should be glad to hear whether Members think this dysostosis is due to chemical. deficiency or to some variation or mutation.
Discussion.-Dr. PARKES WEBER said he supposed that cleidocranial dysostosis must belong to the large class of congenital developmental abnormalities which were presumably due to variation or mutation. Whether there were a family history or not, he thought that no other explanation was satisfactory.
Dr. REGINALD MILLER asked whether it was not unusual to have the bones other than the membrane bones affected in this condition.
Dr. H. E. MANSELL (in reply) said the condition was usually described as a maldevelopment of membrane bones, affecting those of the skull and the membranous portion of the clavicle. It might or might not be associated with other abnormalities, such as coxa vara, spina bifida, etc. He thought that in common with the latter it was probably an example of mutation.
Grave Familial Jaundice in an Infant.-REGINALD C. JEWESBURY, M.D. J. W., a male infant, admitted to St. Thomas's Hospital when aged 2 days, on account of jaundice.
Family History.--Both parents hlithy. No history of jaundice in parents' families. First child, no jaundice,. now alive and well. Second child (premature: 7 months), jaundice within six hours of birth; died. Third child (full term) was jaundiced after birth; now alive. Fourth and fifth (twins, premature: 7 months), both jaundiced; both died.
Condition on Admission to Hospital: A deeply jaundiced but vigorous baby. Weight 6 lb. 1 oz., the only abnormality being enlargement of the spleen, which was uniformly enlarged and could be felt 2i in. below the left costal margin. Liver not enlarged. Meconium was passed: and the napkins were stained yellow.
Progress: On the evening of admission. 8 c.c. of whole blood were injected intramuscularly into the buttocks. Only a single blood injection was given. The jaundice at first deepened, but gradually faded to a pale lemon-yellow tint. There were no bhemorrhages; the spleen decreased in size. The child was breast-fedfour-hourly-and sucked well. The birth weight was regained on the tenth day, but after this no gain was recorded, the weight tending to drop slightly. Weight at one month was 5 lb. 151 oz. There was no fever.
Blood-count: R.C., 2,560,000; Hb., 52%; W.C., 26,000. Differentials: polys., 49%; large lymphos., 34.5%; small lymphos., 4%; eos., 4%; large hyals. 2%; neutrophil myelos., 0*5%; normoblasts, 76; myeloblasts, 6 in 200 leucocytes; polychromatophilia. + + + +.
Examination of Urine (Dr. de Wesselow): Urine contains bilirubin, no appreciable urobilinogen. More suggestive of obstructive than of heemolytic jaundice. Examination of Stools: Bile present; no concealed blood. Sachs-Georgi reaction: mother's negative, child's negative.
